Graduate Education for Industrial Medicine
Before considering graduate education for industrial medicine, two important outside factors must be appreciated, which will influence its development: First, the vast majority of appointments to posts in industrial medicine are made by a very large number of separate employers, public and private, whose knowledge of the scope of the specialty and whose criteria of medical competence within it vary almost as widely as their numbers. Secondly, and related to the first point, the scope of the specialty and these criteria of competence are poorly defined at present. Members of our branch of the profession show some confusion and much disparity of view when attempting to define the exact scope of our specialty, and the vigorous advent upon the scene in the last decade of the occupational hygienist and the ergonomist has made clarification little, if any, easier.
Competence and Recognition
Greater than the difficulty in defining the scope of the specialty is the problem of the criteria of competence of the specialists who practise it. Similar difficulties have occurred and are occurring in other branches of medicine. In the last three decades, many newly emergent clinical specialties have faced similar problems. Whilst definition of scope has been less difficult in some of the newer clinical subjects separating from broader specialties grown too gross with the passage of time, the definition of standards of competence and of professional recognition have proved more complex in nearly all of them.
For example, the pathologists and general practitioners have founded their own colleges, and established high standards for membership. The psychiatrists, anmsthetists and radiologists define initial entry into their ranks by examination under the wgis of the old-established colleges. Despite varying types of formal examination requirements, there is still a common factor to all; before a doctor is accepted as a competent specialist in his subject a much more stringent and detailed test based on length and breadth of supervised experience is demanded. Some of these particular requirements of experience may need to be satisfied before or during the approach to the initiatory examination, but most of the required supervised experience follows upon this examination.
Final admission to the ranks of recognized specialists in clinical subjects depends therefore on an initiatory examination, followed by what is now called in industry 'in-service training'. The length and, to greater or lesser extent, the type of much of this training have been defined and controlled by the profession itself.
In the field of public health the definition of the scope of the specialty, which once was fairly rigid, is becoming more imprecise; indeed the broad term 'community medicine' has evolved to cover this specialty and much more in the general field of preventive medicine. Here the General Medical Council defines the scope of the syllabus and the criteria of competence as exemplified in the rules for the course and the examination for the Diploma in Public Health. This situation is unique in British medicine in that it is the only medical specialty where both the competence of the doctor and the area of his practice are defined by statute. Even so, the recently revised rules reflect changes and uncertainty even in this field and illustrate the contemporary difficulty in defining the scope of the subject too precisely.
In occupational medicine, then, we are not alone with difficulties of definition of scope or competence. It would seem that the members of our specialty must accept the main responsibility for defining our roles and our standards. Until we can achieve more precision and clarity, the imprecision in the minds ofemployers will persist. This confusion about what occupational medicine is, and who are its specialists, has important and continuing effects upon education. Without recognizable standards of competence and education and training to refer to, the lay employer is left without guidance when selecting applicants for employment in occupational medicine. The British Medical Association gives some guidance but this means little to the layman when trying to relate these brief notes in terms of individual achievements within the awesome technology of medicine as a whole.
Lack ofIncentives and its Effects An element of lottery often, therefore, comes into the gaining of an appointment, and thus one of the primary incentives for doctors to undertake graduate training becomes nullified. This lay ignorance has lasting effects after the employment of the doctor, for if the need for initial specialty training is unrecognized, then the need for continued training of a relevant nature, throughout the length of the man's career, is similarly ignored.
Many doctors still acquire and go on adding to their learning purely for its own sake and require no other incentive than this. Some receive an incentive from contact with the luminaries of their specialty and have an incentive in seeking wider professional recognition for their abilities. In all of us, nevertheless, there is an element of personal material and professional betterment acting as an incentive. Where the assessment for professional advancement is made as in industry, by lay people, who have little firm professional guidance, much of this latter incentive is blunted and the demand for graduate education becomes low. Secondly, because it is low, the academic departments of occupational medicine are hard pressed to justify the advancement of graduate education, more particularly if the economic climate is unfavourable. Thus, we have a classical chickenand-egg situation. It would seem that here is a fundamental primary problem facing further advancement of medical education in occupational medicine. Its solution raises many topics outside the range of this paper, but the conundrum must be answered.
The Needfor Graduate Education
If the demand is low, is the need for education also low? It could be argued that a low demand accurately reflects little need for further education in occupational medicine beyond that provided by undergraduate instruction and some further personal reading. One potent piece of evidence against this view is the recognition by the White Paper on the 'A' Doctor Service (Ministry of Labour 1966) of the need to reduce the number of practitioners acting as Appointed Factory Doctors, and to increase the quality of performance of the remainder over a somewhat extended range of duties. In the situation where the great majority of practitioners of our specialty are part time, with little formal specific graduate education or organized in-service training prior to appointment, it must be taken for granted that a genuine need exists for further and continuing education.
The issue is further complicated by the existence of a wide range of differing needs. These range from those exemplified by the full-time senior specialist with adequate formal training and years of supervised experience prior to appointment, to the part-time doctor with little knowledge of the subject beyond that provided by his qualifying degree and with no practical experience at all prior to his part-time appointment. The former is a senior worker of specialist standing comparable in all ways to the clinical consultant; the latter analogous to a family physician not yet eligible for inclusion on the National Health Service Obstetric List.
The problem of further education for the senior specialist is largely solved by academic institutions and is now sufficiently well defined to require little further comment. However, while clinical consultants have numerous and wide ranging opportunities for continuing study, similar opportunities are as yet relatively limited for senior doctors in occupational medicine.
Educational Requirements Graduate education falls into two large groups:
(1) For the doctor who is committed to a full-time career in occupational medicine and is aiming for recognition of specialist status. (2) For the parttime practitioner whose main medical interests lie elsewhere, but who has a minority interest in occupational medicine, his range being often limited to a number of specific topics within the broad field. The full-time practitioner: For this man a formal academic postgraduate training, coupled with periods of varied, progressive and professionally approved practical experience, seems to be the minimum requirement. This will not necessarily qualify him for senior appointments, but should establish him in the main career stream of the specialty. Further advancement would probably stem from the nature of his graduate training and experience, from aptitudes shown in special fields, such as teaching, research or administration, and from the obtaining ofhigher recognition in a chosen field of endeavour.
The initial formal academic training should be sufficient to qualify him for an examination comparable to the present Diploma of Industrial Health (DIH). This should be looked upon as the initiatory examination for the specialty, and should provide the theoretical foundation for a much longer period of varied and approved inservice practical training. This combination of academic and practical experience is much favoured as 'sandwich' courses by our technological universities, and this educational approach would seem suitable for our specialty training. (This, ofcourse, resembles, with some differences, the traditional mode of training in clinical specialties.) Admission to the DIH without any formal academic attachment, either full-time or part-time, is very controversial. Considerations of finance and absence from employment have made home study necessary up to now, but it would seem that any academic training worthy of the name must include face-to-face contact between pedants and pupils over a period of time. The practice of medicine, despite early hesitations, has been firmly grounded on academic learning and academic institutions, and it would seem wise to continue in the main stream of its tradition.
The length, type and nature of a practical training would need definition, approval and inspection by a statutory or professional body.
Medical tradition, except in the case of public health, has tended in Great Biitain to favour the nonstatutory approach. In the clinical field, the specialist initiatory qualification is obtained after preliminary acquaintance with the subject and before more advanced practical work is begun. Beyond this examination, fully developed specialist status comes only after a long period of training, and takes the form of status recognition jointly by the profession, i.e. the doctor's senior specialist colleagues, and by the employer, i.e. the State in one or other guise. The State, being essentially a monopolistic employer, is able to apply with ease the criteria of competence, first developed by and within the profession. It creates a broad field of employment, and ensures more or less uniform geographic and professional standards. The pattern in clinical medicine, therefore, is that the profession defines and affirms the competence of the fully trained specialist, and the employer accepts and recognizes this competence, with the assistance of the senior members of the specialty, when proceeding to appointments. For most appointments in industrial medicine neither of these joint pre-conditions exists today. The profession has not yet defined the scope and the competence of specialists with sufficient clarity to make for easy recognition by laymen. The issue is doubly compounded by the non-existence of a monopoly employer and thus the importance of clarity of definition and of the application of these definitions by employers becomes greatly more important. It is unlikely that the State will intervene to become a monopoly employer of doctors engaged in occupational health and this need for definition and recognition of the qualified specialist practitioners of the subject is essential. Without these individual incentives for seeking specialist recognition the demand for education will continue at a low level and the further development of graduate education will be slow indeed.
The British Medical Association has offered definitions of categories of seniority, but these are only observations on the end product of the educational processes, and say very little about the detail and method of education towards seniority. For example, high clinical qualifications are equated with qualifications in community medicine as if each were equally relevant to the competence of the doctor in all situations. Doctors employedpart-time in occupational health: Education of part-time specialists with only a minority interest in their specialty poses its own difficulties. There are very few examples in medicine where the standards of competence of the part-time specialist are uniformly equal to that of the specialist who works full time, with a whole-time interest in his specialty. In the past, the aim of education under these circumstances has been deliberately to limit the scope of activity of these doctors whilst arriving at a high level of education and training within a limited range. In our field, this approach has produced many notable contributors, although it must be admitted that their eminence has largely arisen out of their own efforts and interests with but occasional help from formal education. Despite these encouraging examples, the fundamental question here is two-foldnot just how to provide graduate education, but also what to teach.
In the past, many methods of training have been tried; evening lectures, week-end courses, day release courses, all on specific topics or with a topical theme running through them, as well as the more conventional programme. Many of these courses are more or less well attended, but their organizers are often left a little puzzled why the level of demand is so low when such a large number of doctors hold part-time appointments in the specialty. This seems to go back to the lack of incentives. What to teach is more difficult. The individual needs of these part-time practitioners vary so greatly that inevitably all courses contain much material that is not immediately relevant for many participants and so an additional disincentive occurs. Trhe 'A' Doctor White Paper gives a very good job specification for a minority group of these part-time practitioners. Whilst practical experience with this job specification may show up some deficiencies, as a definition of the scope of the work of many part-time specialists in occupational health it is very useful.
It has been suggested that clinical skills of a fairly high order are one of the prime prerequisites needed by these doctors (Royal College of Physicians of London 1967). The 'A' Doctor, like the part-time works medical officer, will spend most of his day with individual patients and their personal problems, many of which will be clinical only in minority content. To this extent a clinical training is relevant, but much of this job specification seems to lie within the broader field of community medicine. To devise a training which will develop the clinical skills which have been suggested to be necessary, to the level required, together with instruction in the many techniques and forms of practice needed for community medicine, is a task indeed for a Solomon. More important, in practical terms this will require a lengthy period of instruction and 10 perhaps a longer period of supervised experience. The doctor completing such a training will then be in the enviable position of setting high professional standards for the remaining large number of part-time doctors who do not hold 'A' Doctor appointments. These practitioners could be the catalyst for the development of the incentives needed by other part-time specialists.
This still, however, leaves unsolved the problem of the scope of the job of the doctor with, perhaps, only one factory to care for. Perhaps the analogy here, with a part-time general-practitioner-obstetrician, is a useful one. He is trained for, and only practises in a limited but familar part of the whole field of obstetrics. It is significant that public and professional opinion has insisted upon certain criteria of competence before even this limited role is allowed.
Summary and Conclusions
The problems facing education in occupational medicine are in some ways familiar and in some ways unique:
(1) The definition of criteria of competence and scope of the specialty presents difficulties which are not new and have been solved elsewhere in the past. The profession has itself (in other specialties) been responsible for these definitions.
(2) In the absence of a monopoly employer, the absence of such definitions compounds the confusion. As it is unlikely that the State will emerge in this branch of medicine as a monopoly employer, it is important that the profession sets about these definitions with authority and urgency.
(3) The incentives needed to stimulate demand for education could follow if the profession's definitions were adopted by a sufficient influential minority ofemployers. (4) The development ofeducational facilities, both academic and in-service, should provide for the training in depth and breadth which all other specialties have found necessary. In particular, practical training in the field should be the subject of control, approval and inspection by the profession itself. (5) The training of part-time specialists is more difficult. The 'A' Doctor Service has an opportunity to set the standards required, but there are at present conflicting opinions about the exact nature of the skills needed to meet the job specification. (6) The problem of whether a part-time practitioner with a minority interest in the specialty can develop an overall level of competence across the whole span of the specialty has never been solved. A limited area of practice with skills and knowledge developed within these limitations may be the most that can be hoped for.
Dr B W Duck (British Petroleum, Sunbury-on-Thames) said that as a recent DIH student he would try to give the trainee's viewpoint.
Two broad issues had already been raised. First, training was a means to an end. The aim of training was to produce a competent practitioner of occupational medicine, but it was difficult to define the latter precisely in terms of special skills and knowledge. Duties varied in accordance with nature of industry, local availability of medical services, personal inclination and other factors. So, it was hard to see how the details of training could be arranged to suit all the prevailing views and needs.
It followed -and this was the second broad issuethat the teaching of occupational medicine was fraught with difficulties. Considering the breadth and depth of the subject, it was clear that teachers were faced with the impossible task of cramming a quart into a pint pot. In his personal experience as a DIH student, the course organizers had overcome this problem to a remarkable extent by a combination of effective teaching, rigorous selection of material and an efficient system of student participation and 'feedback'. Yet this very success presented students with three months of really intensive instruction and the concentrated diet sometimes caused mental indigestion.
To ameliorate the situation, Dr Duck suggested a longer DIH course with more time for free study and additional coverage of such topics as information handling and report writing. A wider view of preventive medicine generally would also be beneficial. In addition, there was a real need for a short and up-to-date textbook, something on the lines of a synopsis of occupational medicine.
In conclusion, Dr Duck referred to several points made by the three speakers and said that Professor Zielhuis's emphasis on the importance of an optimum physical and mental work-load had reinforced his own concern about the possible adverse effects of monotonous and undemanding work on human personality.
Dr Suzette Gauvain (Department of Occupational
Health and Applied Physiology, London School of Hygiene and Tropical Medicine) said it was possible that there might be a conflict of objectives between course organizers and attending students.
The objective of 91.6% of the 143 students who
